Substantial knowledge of the arterial supply and its anatomical variations of the gall bladder and liver are important in all the hepatobiliary surgical procedures. The arterial supply of gallbladder called cystic artery (CA) is a vital structure required to get ligated or clipped in the path of laparoscopic cholecystectomy. The possible concerns like intra-operative bleeding or adjoining accidental injuries will almost always be focused on the research consisting of dissection and clipping with cystic artery. Pseudoaneurysm of the cystic artery has additionally been belonging to the presence of acute cholecystitis or pancreatitis. An original supply of CA is usually assessed depending on the existence of hepatic artery variants. Laparoscopic cholecystectomy is really a recent and arduous noninvasive procedure and might even result in substantial unintended effects possibly iatrogenic or in the form of post-procedural complications. The perfect knowledge of anatomy in addition to feasible variation of cystic artery is mandatory. An efficient operative strategy and consciousness are probably the key components with all the results and marginal likelihood of complications, which often can be ultimately attainable. Within this chapter, we have attempted to explore some variations of cystic artery, complications and management.
Introduction
Laparoscopic cholecystectomy (LC) is commonly used nowadays to treat numerous conditions and diseases of the gallbladder and biliary tree. It is mandatory to specialists to get acquainted with all the technique, but additionally with anatomical variants of vascular supply in the extrahepatic biliary structures [1] . The cystic artery is often a solitary blood vessel that arises from the right branch from the proper hepatic artery (PHA). It constantly goes to the hepatobiliary triangle, which is encircled superiorly with the inferior surface of the liver, inferiorly with the cystic duct and, the common hepatic duct corresponds to medially [2] . According to Calot's triangle illustration, the superior border is made with the cystic artery [2] . While getting closer to the gallbladder, the cystic artery divides into two branches superficially and deeply running on the anterior and posterior bit larger CA in length necessitates gentle exploration, as it can really be an aberrant hepatic artery, which needs to be dissociated from the cystic duct or gallbladder by cautious dissection [10] .
Double cystic artery
The double cystic artery shows scenarios in which the superficial and deep branches of the CA have independent origins [14] (Figure 1B) . Double cystic artery could be divided up based upon the position with regards to the bile ducts and portal vein and the hepatobiliary triangle [1, 4, 10] . Concerning the origins of double cystic arteries, they sometimes seem to be with the right hepatic artery or its partitions [1, 15] . According to Loukas et al., double cystic arteries originating both from Right hepatic artery and the posterior superior pancreaticoduodenal artery coexists having an accessory left hepatic artery originating from the left gastric artery [16] . Ding et al.; defined a terminology called "compound cystic artery," in which the cystic arteries endured not just in the hepatobiliary triangle, but additionally outside of it [4] . Congenital absence of the deep branch of CA indicates the presence of an additional CA, and that is often recognized by subsequent hemostasis following LC. The posterior CA is extremely fragile in some instances, and it is frequently cut by electrocoagulation while in dissection. According to one study, such types of likelihood of vessel occurrence in 73 patients (12.2%); i.e. (double cystic artery) right after LC [4] . Suzuki et al. revealed incidence of double cystic artery in 27 cases (11.1%) out from 244 Japanese patients who undergone LC [1] . Zubair et al. noted the most typical variant with double CA in the Pakistani patients during the LC procedure. He witnessed the CA passing over the Calot's triangle, which had been observed in 26 (11.8%) scenarios out of 220 [17] . While in another research double cystic artery was present in only 3 of 300 cases (1%) [9] . In Western communities of Slovenians and Croatians, double cystic artery was documented in 13.6 and 5.5% of cases, correspondingly [10, 15] . In the recent research conducted by Yang et al., all patients experienced LC following the CT examinations [5] . The relationship between CA as well as the Calot's triangle was compared by the interventional radiologist and surgeon. Double cystic arteries were witnessed in 20 (27%) patients [5] . On few occasions, the CA emanate from the gastroduodenal artery or its branches, it is termed as "a low-lying cystic artery." Its terminal segment getting close to the gallbladder is essential for laparoscopic visual image [10] . On standing point of laparoscopic view, it is actually identified much more superficially or anteriorly to the cystic duct. Therefore, to be the first structure stumbled upon on cholecystectomy. In this instance, there is a probability of its intersection on dissecting the peritoneal replication hooking up the hepatoduodenal ligament to Hartman's pouch with the gall bladder or even the cystic duct. This anatomic deviation was discovered in 9 (4.5%) individuals [10] . The incidence with this anatomic discrepancy varies from 1 to 30% [2, 10, 18] . (Figure 1C) . In a latest review, based on clinically important anatomical variations of the cystic artery, it was witnessed that the aberrant gastroduodenal origination of cystic artery was (1.94%) out of 6898 cases [7] . Ding et al., founded such anatomic variation in 45 patients (7.5%) out from 600 sufferers addressed with LC [4] . As a whole of these terminal branches of artery, the way it approaches the gallbladder is essential for laparoscopic surgeons [4] . Given that, it should not merely be altered at an initial course. However, it is also vulnerable to injuries and hemorrhage throughout the dissection, especially while dealing with peritoneal folds at the joining point of hepatoduodenal ligament to Hartman's pouch on the gallbladder or the cystic duct [4] .
Aberrant right hepatic artery (RHA)
The right hepatic artery (RHA) typically yields several tiny divisions providing gallbladder in contrast to a solitary cystic artery ( Figure 1D) . When masked by the gallbladder in the gallbladder fossa, it is prone to get the injury by cautery directly or by thermal injuries [10] . With the laparoscopic standpoint, a single large cystic artery necessitates gentle exploration, as it might be an aberrant hepatic artery, which needs to be dissociated with the cystic duct or gallbladder which additionally needs meticulous exploration [10] . The biliary anatomy of the Calot's triangle and extrahepatic vascular supply is widely known to become unpredictable and extremely diverse [19] . This allows a persistent obstacle to the surgeon carrying out LC. Cautious dissection of the cystic duct and artery is needed having consistent thoughts within the several anatomical chances to stay clear of either conversion necessitating postoperative bleeding or biliary leak. A replaced RHA is observed in 15-25% of patients, that the great majority disclose the RHA branching from the superior mesenteric artery [20, 21] . Inadvertent RHA ligation in cholecystectomy has become linked to liver ischemia, occasionally warranting resection of affected lobes of liver [22] . An aberrant RHA adherent to the cystic duct and gallbladder neck is referred to one of the most uncommon defects [19, 23] . Anatomical variants are frequent; in 6-16%, the right hepatic artery flows intently parallel to the cystic duct and could be mistakenly ligated during the LC, the structures within the triangle of Calot's are usually not evidently recognized [24] . Andall et al.; noted aberrant RHA origination of (5.58%), 385 out from 6898 cases. An aberrant RHA originating from the celiac trunk is an extremely unusual anatomical variant. Nevertheless, it might be connected with an irregular path of the cystic artery. Specialists have to know anatomical variations of the extrahepatic biliary tree and arterial supply in order to avoid feasible injuries throughout LC [25] . According to recent publicized research, focusing on the patients with combined bile duct and hepatic artery injuries during LC revealed, formation of liver abscesses in three of four cases and stricture's anastomotic site by 50% of four sufferers; on the other hand, these complications just weren't recognized in cases with separated biliary duct injuries [26] . The earlier LC studies demonstrated an anomaly of right hepatic artery and were being disrupted during excessive hemorrhage throughout Calot's triangle dissection [27] . The outline with the surgery described the explanation for blood loss and also the intra-operative management with unspecified amounts of clips [27] . Ding et al., witnessed aberrant RHA in 18 (3%) of cases in their study [4] . The complicated structure of hepatic artery tends to make the hilar and perihilar area much more hazardous and vulnerable to a variety of traumas. The potential for biliary injuries might be of interest in patients who endure complicated or extended dissection with the Calot's triangle, accompanied by the roll-out of discomfort, fever and altered liver function assessments [28] .
Aberrant left hepatic artery
The cystic artery in some instances emanates from the left hepatic artery, heading for the tunnel or through the liver and attaining the center of the gallbladder body or within the gall bladder fossa where it bifurcates it into two branches, which are namely called ascending and descending branches [10] (Figure 1E ). This CA variance is simply not observed on endoscopic visualization with the hepatobiliary triangle, consequently necessitating extreme caution when treatment of gall bladder with the fossa [10] . Within one study, this sort of CA variation with typical caliber was discovered in 2 (1%) patients [10] . In accordance with the literature, it possesses an occurrence of 4%, where it was acknowledged and clipped [29] . The findings of CA origin were being with the left hepatic artery (2.07%), 143 out from 6898 cases. An aberrant RHA originating from the celiac trunk is an extremely uncommon anatomical variant. Nevertheless, it could be connected with an irregular path of the CA. Specialists should always keep in mind about the extrahepatic biliary tree and arterial supply anatomical variations to counteract attainable injuries while performing LC [25] .
Cystic artery origination from liver parenchyma
As outlined by Ding et al. [4] ; This CA pierces the hepatic parenchyma getting close to the gallbladder base ( Figure 1F ). It usually situates inside the right lateral to the edge of gallbladder body and bottom part. Even so, a few are found in the middle of the gallbladder bed or located left lateral of gallbladder base. Hardly any other arterial blood vessels are located inside Calot's triangle [4] . This anatomic variation with the cystic artery is just not witnessed right until hemorrhaging and is because of dissection of the gallbladder fundus. It is sometimes complicated to understand more about and needs cautious dissection. It was witnessed in 15 patients (2.5%) within one another study [4] .
Cystic artery syndrome
Suzuki et al.; referred to a condition known as "cystic artery syndrome", in which the CA originates from the right hepatic artery, but uncommonly has a course that wraps across the cystic duct [1] (Figure 1G ). They suggested that this course could result in reduced blood flow in the cystic duct, which exhibits clinically within the patient as cholelithiasis [1] . According to Zubair et al., this syndrome was discovered within 2% of the patients who underwent LC procedure [17] . from the superior mesentric artery (SMA) [7] . An uncommon scenario has been documented possessing CA arising from the SMA with abnormal branching in the CT and MRI within a Japanese woman cadaver [30] . The CA typically come across the ventral facet with the portal vein as well as the posterior side of the common bile duct. Additionally, in their case the CA have origination with the SMA and RHA and they leaped concurrent to Calot's triangle [30] . Consequently, in such instances, it is sometimes complicated for medical professionals to evaluate the origination of CA on account of the SMA [30] . The absence of congenital cystic artery was documented in 33 of 9836 (0.34%) cases [7] . While in another study, scholars mentioned the advantages of computed tomography angiography (CTA), and estimated that, it is quicker, much less intrusive and is through with considerably fewer irradiation exposure. CTA offers an appropriate and efficient depiction of cystic artery vessels in 924% of cases (95% CI, 87-98%) [7] . Nonetheless, variations, for instance, small or short CA, origins from aberrant hepatic artery or from an additional vessel completely results in the CA not passing throughout the cystohepatic triangle [7] .
Abnormal origination of cystic artery

Complications associated with cystic artery injuries
Twisted cystic artery
The signs and symptoms of torsion imitate acute cholecystitis, but various clinical attributes (slim person, older people, and spine problems) and image conclusions are helpful for differentiating it from standard acute cholecystitis [31] . Even so, preoperative recognition continues to be challenging to identify the anomalies of vessels. Considering torsion of CA, it was initially reported in 1898. There are almost 500 cases have been acknowledged inside the literary works, and many of them were diagnosed throughout the surgical procedure [32] . The ultrasonography, computed tomography (CT), and magnetic resonance imaging (MRI) have already been stated to be helpful for proper diagnosis of gallbladder torsion such as twisting of the pedicle of the cystic duct and gallbladder mesentery designated as "whirl sign" [33] . Variety of twisted CA by 3D CT, angiography signifies unique and primary verification with this concern that enables definitive medical diagnosis and obviates the entire overall performance of other assessments [32] . Whenever a patient is assumed of owning torsion with the gallbladder, 3D-CT angiography ought to be carried out for making an earlier significant and exact diagnosis [32] .
Cystic artery pseudoaneurysm (CAP)
Pseudoaneurysm of the cystic artery is actually an uncommon side-effect right after laparoscopic cholecystectomy (Figure 2) . CA involvement is documented significantly less in the literature. Pseudoaneurysm formation is resulted in by vascular injuries. The important causes consist of arterial access procedures, accident trauma, and surgical trauma [34] . Cystic artery pseudoaneurysm which develops carrying out a cholecystectomy and leading to upper gastrointestinal bleeding are usually an unusual entity, with merely four instances referred to inside the literature [35] .Generally, in most patients (80%), the PSA typically presents roughly a month following LC surgery; on the other hand, delayed PSA presentation after 5 years following the surgical procedure had been documented in the literature [36, 37] .
Emergency abdominal angiogram unveiled a CA stump pseudoaneurysm, without any proof of active contrast extravasation and it was managed by coiling it comes to treatment and diagnosis (Figure 3) . The existence of a dilated cystic artery stump on angiogram adhering to cholecystectomy is definitely the threatening indicator even without the active extravasation of contrast [35] . The signs and symptoms might appear during the early postoperative period or as late as 4 months following surgical procedure. One of the several attainable causes includes the unnecessary use of electrocautery throughout the dissection at the infundibulum of the gallbladder, leading to thermal damage to the vascular wall, and break down in the inner wall of the cystic artery. A result of exposure to the tip of the metal clip utilized to occlude the cystic duct [38] . The management of their patient incorporated several plans such as attaining hemostasis, managing the cystic duct stump leak, alleviating obstructive jaundice, managing the infections with antibiotics, and depleting the intra-abdominal collection [34] .
Hemobilia due to cystic artery pseudoaneurysm
The mixed injuries of bile ducts and vessels create the pathologic vascularbiliary interconnection and also the hemorrhage with the bile duct, which can be described as hemobilia [39] . Therefore, hemobilia has turned into a specific issue in the laparoscopic age. The likelihood of hemobilia right after an emergency LC for acute cholecystitis (within just 72 h) had been stated to be 0.001%, although it is been witnessed being 0.0003% for all those going through an elective LC [40] . Bile acids are potent solubilizers of lipid membrane for their cytotoxic and amphipathic qualities, leading to cell death in patients with bile leaks; it has been postulated to result in immediate deterioration and break down in the vascular walls, ultimately causing a PSA [41, 42] . Hemobilia has been considered to be the most prevalent presentation (90%), although abdominal pain (70%) and jaundices (60%) are also typical presentations [40, 43] . CAP is usually an unusual entity and therefore, there is absolutely no comprehensive agreement to the medical treatments for this problem. The potential risk of a PSA rupture relates to its dimensions, having a greater than 10 times risk in the event the aneurysm is much larger than 5 cm [44] . A hold off in presentation after thermal injuries could possibly be as a result of charring of the vessel which may get separate several days or weeks later, especially in the existence of bile [40] . The pathophysiology of aneurysmal dilatation of the cystic artery in the existence of calculus cholecystitis just isn't apparent. However, it is considered that the artery is eroded possibly by immediate tension of gallstones or swelling from the arterial wall [45] . This subsequently contributes to harm the adventitia with the localized weak point within the vessel wall and development of the pseudoaneurysm [45] .
Hemobilia induced by non-iatrogenic injuries of the CA is really an intense uncommon but attainable etiology, and thus it has to be deemed. Pseudoaneurysm in the CA is an extremely unusual reason behind hemobilia, and its particular pathogenesis remains to be ambiguous [46] . Cholecystitis could produce arterial wall weakness and necrosis leading hemobilia [46] . Many experts have revealed that bleeding pseudoaneurysm of the cystic artery as a result of re-activation of the continual cholecystitis treated by endovascular embolization and subsequent cholecystectomy [47] . Whenever a sufferer presents with significant gastrointestinal internal bleeding, an ascending total bilirubin level and recent hepatobiliary treatment or intervention, a higher index of suspicions is definitely required [48] . Loizides et al.; evaluated altogether, 25 reported cases since 1983-2015 and found that pseudoaneurysm of CA is to be secondary to acute and chronic cholecystitis [45] . During its natural course, a PSA will steadily develop in its dimensions prior to rupture, seen in 21-80% of cases [49] . The rupture of a PSA in the peritoneal cavity may be possibly usual to hypovolemic shock or might be comprised quickly with Cystic Artery Variations and Associated Vascular Complications in Laparoscopic Cholecystectomy DOI: http://dx.doi.org /10.5772/intechopen.81200 the encompassing tissue also known as "double rupture phenomenon," since the preliminary comprised hemorrhage might be accompanied by additional blood loss, which can be more severe situation [36] .
Unattended hemobilia presents an instantaneous risk to life. It can result in acute hemodynamic imbalances, requiring diagnosis, accessibility, and control over the pseudoaneurysm. Arterial-phase CT is an excellent initial noninvasive mode of detection of LC complication's [34] . This technology not only help to gauge intra-abdominal collection, biliary tree dilatation, and doable bile duct injury, but also to visualize pseudoaneurysms or hemorrhage [34] Several different treatment methods have already been documented within the literature together with selective embolization and coiling, open cholecystectomy with ligation of the aneurysm, or perhaps a two-step approach involving radiological treatments for the pseudoaneurysm accompanied by an elective cholecystectomy [45] . Angiography is a significant restorative technique simply because it make possible for embolization of the cystic pseudoaneurysm, transforming an urgent scenario to a semi elective one [50] . It has a substantial proportion of good results attaining hemostasis in 75-100% of sufferers with hemobilia [50] , with a reported of less than 2% [51] .
Some patients having typical obstructive jaundice and hemophilia may additionally need endoscopic retrograde cholangiopancreatography, CBD exploration or transhepatic biliary drainage to vacate the clot in the event the jaundice doesn't get relieved [49, 52] . Natural or spontaneous rupture of normal cystic artery is undoubtedly an extremely exceptional reason behind hemoperitoneum [53] . Medical co-morbidity, for instance, arteriosclerosis, diabetes, arterial hypertension and long-term usage of corticosteroid are the most prevalent components liable for vascular fragility [53] . Selective embolization is an efficient and also a noninvasive treatment alternative, which can result in ischemic gallbladder necrosis few days following the treatment [53] . The patients having good hemodynamically status, cholecystectomy can be carried out averting biliary ischemic problems and also the related morbidity and mortality [53] .
Hematemesis due to cystic artery pseudoaneurysm (CAP)
Dependent upon the latency from surgery to presentation, the rate of bleeding differs from the minimum to enormous, with the increased amount of blood loss are much more likely in later presentations [39] . Some possible components of injury considered to play a role in CAP incorporate the unnecessary use of electrocautery when taking apart the infundibulum from the gallbladder, which might trigger thermal damage to the vascular wall and erosion of the tip of the metal clip utilized to ligate the cystic duct into the internal walls of the cystic artery [38] . In cases with repeated hematemesis and a medical history of earlier biliary interventions, upper endoscopy is undoubtedly a suitable first diagnostic step. Direct visualization of blood emanating from the ampulla of vater, diagnostic of hemobilia, is hardly ever experienced [54] . If recurring endoscopic and cholangiographic assessments are not able to uncover a possible bleeding point, angiography may be recommended as the next phase in assessment [54] . Surgical ligation via an open or laparoscopic approach is recognized as second-line treatments for pseudoaneurysm of hepatic artery and CAP, restricted to controls exactly where an angiographic approach isn't feasible or does not work out [54] . In another study, they assessed the importance of choledochoscopy within the evaluation of hemobilia, considering that several EGDs and ERCPs skipped diagnosing, contrary to choledochoscopic visual image of the clip, eroding into the cystic duct remnant by having an adjoining soft-tissue protuberance was the initial indication of potential vascular injury, resulting in the right examination and remedial assistance [55] . Gallbladder ischemia is an issue for patients having an intact gallbladder that endure embolization of the cystic artery. Therefore, in such circumstances gall bladder removal is normally carried out right after embolization procedure [56] .
CAPs are unusual but possibly despondent complications of LC procedures. Right upper quadrant pain, hemorrhaging, and jaundice after biliary intervention are an indication of hemobilia, a typical manifestation of pseudoaneurysm, even though introductory signs and symptoms can differ considerably. In the cases where the PSA continues to grow following preliminary management with TAE, following operative management had been documented through which an exploratory laparotomy and ligation of the nourishing vessel ended in an entire recuperation [57] . Infection might also result in a high-risk of vascular suture rupture right after ligation of the artery; within this report, the patient passed away 2 days following surgical repair of a PSA as a result of severe bleeding from GI tract [58] . Gastrointestinal internal bleeding may perhaps present as hematemesis or melena, depending on the rate of blood loss [59] . Erosion on the PSA in GI tract or into the cystic duct stump or forming a fistula between these two structures was earlier documented [58, [60] [61] [62] . An increased index chart of diagnostic doubts is really important for earlier acknowledgement and treating this additional unwanted effect. In combination with endoscopy, cholangiography, angiography, and choledochoscopy might be helpful diagnostic resources in order to evaluate of suspected hemobilia [55] . Lately, numerous scientific studies have documented the effective treatments for PSAs by injecting thrombin straight into the hepatic artery aneurysm [37, 63] .
On the other hand, embolization employing this approach could possibly be not discerning. It could result in unwanted additional complications, for instance, infarctions of liver and bowel; adding small quantities of thrombin with realtime sonography and Doppler assistance may perhaps lessen this threat [37] . Alternatively, angiographic embolization might be related to considerable hazards, such as shatter in the PSA throughout coil's embolization, an expansion in the thrombosis within the RHA, necrosis, hemorrhage, abscess creation and CBD stricture resulting from poor vascular supply [64] [65] [66] . A current review discovered that post-embolization syndrome took place in 9 out from 14 sufferers, and it was linked to the ages of the patient as well as time period relating to the LC procedure and TAE therapy [67] . Some others have recommended usage of a protected stent when dealing with the PSA to be able to sustain blood circulation towards liver preventing additional complications relevant to diminished circulation [68] . Stents could also be used for individuals with accompanying hepatic artery stenosis and PSAs [68] . From a technical perspective, the positioning of the stent for the PSA in the RHA is recognized as complicated owing its far away position, more compact dimension and quite often intricate or transformed [68] . In one report, a patient presented with acute pancreatitis due to corrosion of TAE coils in the CBD subsequently 24 months after the LC [69] .
Nevertheless, as a result of substantial advancements in catheter-based treatment plans now are generally given TAE by occluding the providing vascular supply with various embolic agents, which includes gel foam, coils, N-butyl cyanoacrylate and thrombin, ahead of preferably embolizing the vessel proximal and distal towards the PSA to avoid equity filling up in the PSA [37, 60, 65, 66, 70, 71] . In 82% of scenarios, embolization was documented typically effective while, surgical procedures needed in remainder 18% of the subjects [36] . When coils are utilized, they are able to the originator of thrombosis; consequently, in sufferers with considerable coagulopathies, the blood vessel might still continue to be distinct regardless of embolization plus the course of action could possibly be inadequate to managing Cystic Artery Variations and Associated Vascular Complications in Laparoscopic Cholecystectomy DOI: http://dx.doi.org/10.5772/intechopen.81200 blood loss [72] . In modest PSAs, glue works extremely well as an alternative because the adhesive contours towards the type of PSA [73] . Additionally, coil's positioning could be tricky in individuals having a modest PSA [71] . In some instances, equally techniques could be implemented [71] .
Failing to excise the PSA may bring about its burst since the aneurysm is usually inflamed and infected. An infection may also result in a high-risk of vascular suture split adhering to ligation of the artery; within a review, a person passed away 2 days following surgical repair of a PSA due to catastrophic gastrointestinal hemorrhage [58] . In the event wherein the PSA continues to be expanded following preliminary management with TAE, following operative management had been documented by which an exploratory laparotomy and ligation of the nourishing vessel ended in an entire recuperation [57] . Excision helps to ensure that a PSA won't expand resulting from continual arterial blood pressure; furthermore, failing to excise the PSA may bring about its burst because the aneurysm is frequently contaminated [72] . A number of people who typical to hemobilia and obstructive jaundice may additionally need endoscopic retrograde cholangiopancreatography and transhepatic biliary drainage while in some circumstances CBD exploration to vacate the blood clot in the event the jaundice won't get better [49, 52] . Operative control over to substantial hemobilia is apparently effective for 90% of patients, with rebleeding and fatality rates of lower than 5 and 10%, correspondingly [66] .
Summary
Most often, vascular injuries and biliary duct injuries may occur concomitantly during the LC procedure. They arise more frequently than contemplated formerly, and it is witnessed much more proximal in LC contrast to those observed in open surgical procedure. Ultimately, it enhances the fatality rate. However, it could potentially cause greater morbidity and endanger the long-term functional outcomes of biliary reconstruction by triggering anastomotic strictures. When recognized earlier, there is certainly some space for restoration and reconstruction, even though this is contentious. Where as in delayed instances, it appears to be acceptable not to consider the vascular injuries by itself.
A hepatic or cystic artery PSA following the LC procedure is definitely infrequent. However, when it ensues occurs as life-threatening complications. The delayed presentation of the situation, which could take place weeks following the surgical procedure, and the typical symptoms with gastrointestinal internal bleeding can potentially lead to incorrect diagnosis or late treatment. Consequently, a higher index of clinical suspicions is needed for patients with inexplicable GI hemorrhage after having the LC procedure. A contrast CT scan or angiogram typically verifies the diagnosing, and trans arterial embolization is most likely the defacto standard of management, having a higher rate of success. On the other hand, operative treatment is essential for cases where TAE is unachievable or does not work out. Safety measures ought to be taken to prevent vascular injury while conducting the LC in order to prevent a PSA, especially when the cholecystectomy procedure is essentially problematic. An increased likelihood of symptomatic suspicion is needed for earlier recognition and management of this unwanted effect. In combination with endoscopy, cholangiography, angiography, and choledochoscopy could be efficient diagnostic tools while in the evaluation of assumed hemobilia. Specialist's consultation is mandatory while having any diagnostic and operative dilemma during the LC procedure in order to deter the unwanted complications and to attain the optimal consequences. © 2018 The Author(s). Licensee IntechOpen. This chapter is distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/ by/3.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.
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